July 1969, while carrying loaded trays at work, he had the onset of severe low back pain, associated with pain in the right buttock which gradually progressed to radiation into the right thigh. The pain subsequently radiated into both thighs and he was hospitalized elsewhere on 27 July 1969 with a presumptive diagnosis of herniated disc. He was treated with bed rest and pelvic traction without improvement. In early August 1969, he required insertion of an indwelling Foley catheter because of inability to void. He was known to have retinitis pigmentosa for 25 years and was totally blind as a result. It was thought that the right leg was always smaller than the left.
Examination on admission showed paraparesis, with greatest weakness in the gastrocnemius muscles, fasciculations in the lower extremities, flaccid anal sphincter, hyperactive knee jerks, and absent ankle jerks. The plantar responses weresilent. There was saddle hypalgesia.
The patient was totally blind. There were no cutaneous abnormalities.
Plain radiographs of the spine showed thinning of the pedicles of the first and second lumbar vertebrae (Fig. 1) . Myelography showed a complete block of the Pantopaque column at LI vertebral level with a 'tumour cap' (Figs. 2 and 3 ). The cerebrospinal fluid was yellow and clotted spontaneously.
Laminectomy of T12, LI, and L2 vertebrae was carried out under general anaesthesia on 19 August 1969. Epidural fat was absent at the level of LI vertebra and the dura mater was very tense. After the dura mater was opened, the arachnoid mater appeared to be unusually grey and opaque. After this membrane was opened, it was evident that a thin-walled cyst measuring 3 cm in length was compressing the lower spinal cord and conus medullaris (Fig. 4) (Fig. 5) . In some areas, however, the lining cells appeared to be piled up due to oblique plane of section. The individual cells showed uniform and mostly basally orientated nuclei and homogeneous eosinophilic cytoplasm. Only an occasional cell showed small amounts of mucicarmine positive material. The free margins of most of the cells displayed tufts of cilia (Fig. 6 ). An indistinct basement membrane could be recognized in some areas between the cells and fibrous wall. No glial tissue was seen anywhere in the wall. However, minute twigs of peripheral nerve fibres were seen densely adherent to the cyst wall (Fig. 5) abutted directly on the connective tissue forming the cyst wall. This is in contrast with the ependymal lined cysts occurring in the conus medullaris as reported by Nassar, Correll, and Housepian (1968) . In one of the three cases reported by these authors, microscopic examination of the cyst wall showed a layer of ependymal cells situated along one surface of narrow bands of glial tissue. Interestingly, ciliated columnar cells lining a fibrous cyst wall, as described here, closely resemble the teratomatous cysts located intradurally in the spinal canal as reported by Rewcastle and Francoeur (1964) . However, frequent stratification of the lining cells (with prominent intercellular bridges in one case) and more conspicuous intracytoplasmic mucinous material in these teratomatous cysts tend to distinguish these cysts from the ependymal lined cyst as described in this report.
CLINICAL DISCUSSION Hyman et al (1938) embryogenesis of the neural tube, the roof and floor plates consist-essentially of a single layer of ependymal cells. Even when fully developed, the plates are increased only slightly in thickness, although they become buried in the dorsal and ventral fissures. It is postulated that an ependymal cyst could result from isolation of ependymal cells from either the roof or floor plates with secondary cyst formation. The cysts in the two prior case reports were located on the anterior surface.
Trauma was associated with the onset of symptoms in both Moore and Book's case (1966) , and in the one reported currently. Though Moore and Book did not feel that the trauma was responsible for the formation of the cyst, they did suggest that the injury precipitated the symptoms. They found haemosiderin-filled phagocytes in the wall of the cyst indicative of prior haemorrhage. An alternative explanation is a disturbance of the hydrodynamic forces in the subarachnoid space as a result of injury.
The plain radiographs of the spine have shown enlargement of the spinal canal in all reported cases. In the two prior case reports, there were fusion defects in the laminae overlying the lesion in the lower cervical region. Myelography has been the diagnostic study of choice, and the findings have not been distinctive for a cystic lesion.
It is felt that there is no relationship between the current patient's retinitis pigmentosa and the subarachnoid ependymal cyst of the spinal cord.
The differential diagnosis of an intradural cyst of the spinal cord includes arachnoidal cyst (Hoffmann, 
